INTRODUCTION
There is little published evidence to suggest that psychiatric patients deliberately invent psychotic symptoms. Since Richard Asher's famous paper on Mu Ènchausen's syndrome in 1951 1 a large body of work has accumulated on simulated illness, but the usual purpose is to gain medical, not psychiatric, treatment 2±5 . A similar pattern is found with malingeringÐthe intentional production of symptoms for obvious gain 6 . We suspect that the focus on physical complaints is related to the past stigmatization of mental illness; for years it has been more respectable to have a physical illness treated in a general hospital, preferably by surgery. When simulated illness has been mental, it has commonly been linked to post-traumatic disorder for reasons connected with compensation, or to high-pro®le states such as`autoimmune de®ciency syndrome'. Fiction, however, offers us Jaroslav Has AEek's Good Soldier Svejk 7 , anti-hero of the Czech RepublicÐa psychotic dimwitted soldier who was always getting admitted to mental hospital for his bizarre behaviour, but who in retrospect was cleverly undermining the Austro-Hungarian occupiers of his country. Thus, when arrangements were made for him to go to the battlefront Svejk managed to go in the opposite direction, usually inducing others to do the same; he never took part in combat. Some of his behaviour was bizarre even when it carried no advantages and it is reasonable to surmise that Svejk, like the people we describe here, has occasional episodes of genuine psychotic illness. There are also parallels with that other literary ®gure Hamlet, who has method in his madness' and is assumed to be deliberately creating symptoms to cover up his plans for revenge of his father's death but who, at times, likewise seems close to real psychosis.
Many of the patients referred for assessment to our psychiatric services in an inner-London area (Paddington) have a pattern of behaviour reminiscent of the Good Soldier Svejk. The symptoms are regarded unequivocally as a psychotic disorder, evidence of past psychosis is found, and admission is the usual outcome. However, after repeated episodes and close examination of the circumstances, it becomes clear that symptoms arise only in certain situations or at certain times and that they may be serving a useful purpose. At this point any diagnosis is dif®cult to undo, particularly if a needs assessment linked to the diagnosis has provided extra resources for the patient. We identify such people as having instrumental psychosisÐde®ned as a disorder that is deliberately created for a purpose which cannot always be perceived as gain but which is independent of any concurrent mental illness. Possible gains include the provision of accommodation via a hospital bed, and (since the introduction of care management in England in 1993) eligibility for funding for hostel and other specialist mental health provision from social services, ®nancial returns in the form of disablement living allowance, and preferential allocation of permanent housing. The last is particularly attractive in an area such as ours where housing is scarce and extremely expensive on the open market.
The clinical detection of this group of disorders is clearly important even if only a small proportion of patients have instrumental psychosis. We therefore devised and evaluated a rating scale for its detection.
METHOD
From our clinical experience we assembled a list of features observed in patients suspected of having instrumental psychosis. After reduction to a group that were relatively independent these features were formulated as simple one or two word summaries. Each was rated on a four-point scale. Over three months, we assessed 15 consecutive inpatients with an apparent psychotic diagnosis who could be seen by two raters (NB, NY) at a maximum interval of ®ve days. Each rater saw the patient independently and refrained from discussing results with the other rater until after the study was completed. Inter-rater reliability was assessed by use of a standard program 9 for measuring the intra-class correlation coef®cient (R I ); this program also tests for rater bias and is suitable for continuous data. Having re®ned the scale we then applied it in a separate population of 45 psychiatric patients.
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J a n u a r y 2 0 0 1 De®nitions. Gain: there is a clear goal-directed element in the psychotic symptoms. Inconsistency: psychotic symptoms disappear or uctuate in different settings. Cue-seeking behaviour: patient appears unable to express his/her psychotic symptoms and gets cues from questions about these or from informants. Overdramatization:¯orid expression of symptoms to exaggerate their signi®cance.
Misinterpretation: patient consciously misinterprets information in a psychotic way (e.g. real voices interpreted as coming from inside head). Overspontaneity: symptoms expressed too freely with no provocation. Mendacity: patient appears to be deliberately fabricating symptoms
RESULTS

Reliability
The initial version of the scale was tested in 15 patients with putative diagnoses of schizophrenia (6), schizoaffective psychosis (7) and bipolar affective psychosis (2) . The intraclass correlation coef®cients demonstrated good reliability overall but unsatisfactory agreement and rater bias on some items (Table 1) . For`glibness' reliability was so poor that this item was not included in the revised scale, which we term the`pseudopsychosis inventory' (Box 1).
Epidemiology
In a wider enquiry the revised inventory was used to assess all patients in a psychiatric unit. Over two weeks, interviews were conducted with patients and, in cases of doubt, with staff members. 45 out of 64 patients had a primary psychotic diagnosis and Figure 1 shows the distribution of scores. 2 patients scored 16 and agreed the accuracy of the following case histories.
Case 1
A man known to the service for 10 years, with a diagnosis of paranoid schizophrenia, had been treated as an outpatient for 5 years and normally took a small dose of the antipsychotic drug sulpiride. He is intelligent and concerned about other people and has been trained to become a befriender of others with severe mental illness. On this occasion, despite continuing his medication, he was admitted after shouting at neighbours, shadow kick-boxing outside his¯at and opening bags of rubbish and distributing their contents on the ground. On assessment he said he was the Son of God. Within hours after admission he was cooperative and had no symptoms but complained bitterly that he had no cooker, refrigerator, bed or furniture in his at. This was true and, during the course of the admission, arrangements were made for these to be obtained for him by a newly allocated care manager (he had been deemed not to qualify for this help before) and were delivered by the time of discharge. When seen before discharge he said he had behaved in the way he did before admission because`it is only when you scream and shout that anything gets done'.
Case 2
A young man was admitted in an acute psychotic state diagnosed as paranoid schizophrenia after being arrested by the police at his¯at following an assault on another man. He had a history of dual diagnosis of polydrug dependence and abuse (cocaine, cannabis and glue snif®ng) and schizophrenia, although there was doubt whether the latter diagnosis was a psychosis induced by drug abuse. He was grossly disturbed at the time of admission, believing that he was about to be killed, and had abusive auditory hallucinations of threatening men. However, within hours after admission all his symptoms had disappeared and he showed no abnormal behaviour apart from activities concerned with his previous drug use. He remained on his antipsychotic medication for four further weeks but this had just been stopped before his assessment for pseudopsychosis. He remained on Section 3 of the Mental Health Act and asked for this to be kept in force as it would aid his case when he had to appear in court charged with grievous bodily harm. Examination of his records showed that on both previous occasions when he had been admitted to hospital the alternative would almost certainly have been prison.
A third case, not part of the sample seen at the time of the survey of inpatients, illustrates the overlap between instrumental and actual psychosis more clearly.
Case 3
A woman aged 27 from Central Europe was seen in an acute psychotic state with accusatory auditory hallucinations and the belief that she was about to be murdered. 2 years previously she had been treated as an inpatient in her home country where schizophrenia had been diagnosed. At interview she had a labile mood and at times appeared disoriented; at one stage a drug-induced psychosis was suspected. She was admitted as an emergency and treated with tri¯uoperazine, to which she responded well. After discharge she attended the outpatient department and also saw a community nurse, but at times she sought emergency treatment, asking to see the consultant because of severe symptoms. She impressed on everyone her urgent need for housing and received a one-bedroomed¯at through a charity. Subsequently she maintained that this was too small and that she needed an extra bedroom so that her boyfriend could give her support for her severe mental illness. Her score on the pseudopsychosis inventory, applied by a doctor from her own country,
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V o l u m e 9 4 J a n u a r y 2 0 0 1 Figure 1 Distribution of pseudopsychosis inventory scores in 45 psychiatric inpatients was 12. When challenged that her symptoms appeared to be most marked when she was facing accommodation dif®culty she at ®rst became angry but subsequently agreed she had expressed them more strongly to support her case. 2 years later she was well but she had suffered a threemonth psychotic relapse in the interim.
DISCUSSION
Our ®ndings suggest that the pseudopsychosis inventory deserves further clinical and epidemiological investigation. Some may argue that the condition we have described is equivalent to feigned psychosis 10, 11 . However, in our experience instrumental psychosis is not always feigned and it is sometimes only in retrospect that the instrumental component is recognized. The presence of an unequivocal psychotic disorder at other times in the natural history of the illness also illustrates that the condition should still be considered within the schizophrenic or affective spectrum of disorders rather than in the`factitious disorders' section of psychiatric classi®cations, since a true mental illness is present. The falsity of simulated psychiatric symptoms is dif®cult to prove and the relative contribution of conscious and unconscious motives virtually impossible to assess. However, we hope that the introduction of a formal assessment can help resolve some of the uncertainty over the diagnosis of these simulated disorders. Although factitious disorder is now an established component of classi®cation in DSM-IV and ICD-10 it has been criticized because of the lack of clearly de®ned inclusion, exclusion and outcome criteria for the disorder 12 . Instrumental psychosis is a contribution to the debate about the classi®cation of this vexed group, and our continued puzzlement about the mental mechanisms in such disorders is in keeping with the mischief behind the exploits of the Good Soldier Svejk.
